Issue addressed: Noncommunicable chronic disease underlies much of the life expectancy gap experienced by Aboriginal and Torres Strait Islander people. Modifying contributing risk factors; tobacco smoking, nutrition, alcohol consumption, physical activity, social and emotional wellbeing (SNAPS) could help close this disease gap. This scoping review identified and describes SNAPS health promotion programs implemented for Aboriginal and Torres Strait Islander people in Australia. Methods: Databases PubMed, CINAHL, Informit (Health Collection and Indigenous Peoples Collection), Scopus, Trove and relevant websites and clearing houses were searched for eligible studies until June 2015. To meet the inclusion criteria the program had to focus on modifying one of the SNAPS risk factors and the majority of participants had to identify as being of Aboriginal and/or Torres Strait Islander heritage. Results: The review identified 71 health promotion programs, described in 83 publications. Programs were implemented across a range of health and community settings and included all Australian states and territories, from major cities to remote communities. The SNAPS factor addressed most commonly was nutrition. Some programs included the whole community, or had multiple key audiences, whilst others focused solely on one subgroup of the population such as chronic disease patients, pregnant women or youth. Fourteen of the programs reported no outcome assessments.
| BACKG ROU N D
The life expectancy gap between Aboriginal and Torres Strait Islander and non-Indigenous Australians is approximately a decade. 1 A significant contributor to the gap is the higher burden of chronic disease in Aboriginal and Torres Strait Islander communities; much of which is deemed preventable. 1 The five leading risk factors associated with noncommunicable chronic diseases are tobacco smoking, poor nutrition, alcohol consumption, physical inactivity and social and emotional wellbeing, 2 (collectively simplified by the acronym SNAPS). While there is a recognised need for urgent action to address these risk factors for Aboriginal and Torres Strait Islander peoples, 3 the financial and human resource supports required are currently inadequate. 4 Behavioural risk factors (also referred to as lifestyle risk factors) that contribute to preventable chronic disease have proven to be difficult to modify. 5 There are a variety of health promotion/ behaviour change theories such as the health belief, stages of change and trans-theoretical models that consider the complexities of behaviour change and that offer "intervention" strategies. 6 Behaviour change theories highlight the role of social influences as well as the importance of the perceived outcomes and the influence of perceptions of control over said behaviours. 7 The ability to change is further complicated by the environment within which individuals live.
Changing complex behaviours such as tobacco smoking, dietary intake, physical activity and alcohol consumption require a coordinated and concerted health promotion effort. 8 Acknowledging this complexity, the Ottawa Charter identifies five action areas for comprehensive health promotion: building healthy public policy, creating supportive environments, strengthening community action, developing personal skills and reorienting health care services towards prevention of illness and promotion of health. 9 Historical, cultural, socio-economic and political dimensions play ing policies of assimilation such as intergenerational stress, social disadvantage, racism, low self-efficacy and low income. 10 Health promotion programs that are developed specifically or primarily for Aboriginal and Torres Strait Islander peoples and consider historical, cultural, socio-economic and political dimensions could contribute to a much greater reduction in the burden of disease and thus life expectancy gap. 11 Whilst health promotion activity is a core activity of comprehensive primary health care (PHC), it often extends beyond the reach and capacity of PHC services as it by necessity includes public policy, food pricing and marketing/advertising programs.
However, the role of PHC services is vital as they are best placed to influence individuals and families through knowledge exchange and motivation to change behaviours within an individual's control. They can also advocate on behalf of their communities to effect change more broadly 12 So What? This scoping review provides a summary of the health promotion programs that have been delivered in Australia for Aboriginal and Torres Strait Islander people to prevent or manage chronic disease. These programs, although many are limited in quality, should be used to inform future programs. To improve evidence-based health promotion practice, health promotion initiatives need to be evaluated and the findings published publicly. | 3 CANUTO eT Al.
| ME THODS

| Inclusion criteria
| Participants
Studies were included if the participants were Aboriginal and/or Torres Strait Islander peoples living in Australia. Studies that included participants of other ethnicities living in Australia were considered if more than 50% of participants were Aboriginal and/or Torres Strait Islander peoples. Eligible studies included participants of any age or morbidity status.
| Concept
To be included, health promotion activities and programs must have aimed to prevent or manage chronic disease by modifying one or more of the following SNAPS behavioural risk factors; tobacco smoking, nutrition, alcohol consumption or physical activity and social and emotional wellbeing. Programs also had to be delivered to individuals and/or groups by appropriately trained staff. Unlike smoking, nutrition and alcohol, a decision was made that physical activity brief intervention, or discussion about physical activity would not be included; a program had to include an actual movement activity.
Health promotion policies, such as healthy catering policies, no smoking policies, environmental policies or urban design modification were not included, nor were activities that were limited to the provision of information in the form of posters, brochures, online websites or smartphone applications if they did not include personal contact (including telehealth or video link) with appropriately trained staff supporting the health promotion activities/advice. Health promotion activities that utilised only pharmaceutical interventions, such as nicotine replacement therapy, in isolation from other interventions, such as counselling, were also excluded as were programs for the management of asthma and mental illnesses other than depression.
| Context
Health promotion activities and programs delivered in all regions (urban, rural and remote) and any setting (PHC centres, schools, workplaces or community centres) were included with the exception of programs implemented in a live-in facility, such as alcohol or drug rehabilitation or a facility for diagnosed mental illness, which were not included.
| Types of studies
All qualitative, quantitative, economic and mixed methods studies were considered for inclusion. Policy papers and expert opinion were not included. Systematic reviews or literature reviews were also excluded.
| S E ARCH S TR ATEGY
The search strategy aimed to identify published studies indexed in commercial databases and studies only available in the grey literature. An initial search of PubMed was completed to establish and finalise search terms. A second, database-specific search using all identified keywords and index terms modified to fit each data- The reference list of included manuscripts was also checked for additional eligible papers.
| Study selection
Citations retrieved from database searching were downloaded into Endnote X7 software (Clarivate Analytics, USA) and titles and abstracts were screened and assessed for eligibility against the inclusion criteria (KC, EA, CT and CL). If deemed potentially eligible, full text of the articles were retrieved for detailed assessment.
Determination of final eligibility was undertaken by KJC, CD and EA;
any disagreements were resolved through discussion until a consensus was reached.
| DATA E X TR AC TI ON
Data from each study were extracted with the assistance of a data extraction tool. 15 Data extracted included; author(s), year of publication, aims/objectives, program setting, participants' inclusion criteria (age, gender, ethnicity), SNAPS risk factors addressed, a brief description of the program and the key outcomes reported.
The geographical classification of the program setting was determined using the Australian Standard Geographical Classification System (ASGC), 16 which since 2011 has been the geographical framework used by the Australia Bureau of Statistics (Box 1). 17 The health promotion action areas in the publication were also captured. Where multiple publications were located for one study or program, all available data were used to complete the extracted details.
| RE SULTS
This scoping review located 83 published articles 18-100 that met our inclusion criteria from which we identified 71 unique health promotion programs ( Figure 1 ). The extensive search of websites yielded no additional papers that met our inclusion criteria. The earliest paper that met the inclusion criteria was published in 1987, 47 with only 12 articles published before 2000. 22, 32, [43] [44] [45] 47, 50, 52, 56, 57, 73, 86 
BOX 1 ASGC system remoteness area (RA) classifications
RA1
Major Cities RA2 Inner Regional Australia RA3 Outer Regional Australia
RA4
Remote Australia
RA5
Very Remote Australia
RA6 Migratory
F I G U R E 1 Flow diagram detailing results of literature search and study inclusion
The programs that met the inclusion criteria have been displayed across five tables (Tables 1-5 Of the programs identified by this review, most were based in Queensland (n = 24) 21, 22, 26, 31, 40, 43, 49, 53, 59, 61, 62, [67] [68] [69] [70] [71] 80, 81, [85] [86] [87] [88] [89] [91] [92] [93] [97] [98] [99] [100] [101] or New South Wales (n = 21). 18, 19, 24, 25, 34, 39, 46, 54, 58, 63, 72, 76, 85 Ten of the programs were based in Western Australia, 32, 33, 38, 40, 51, 52, [64] [65] [66] 77, 78, 84, 102 nine in the Northern Territory, 30, 36, 44, 45, 50, [55] [56] [57] 60, 68, 71, 73, 75, [94] [95] [96] six in South Australia, 20, 23, [27] [28] [29] 41, 42, 79, 85 five in Victoria 74, 82, 83, 85, 87, 98, 99, 103 and one in Tasmania. 35 One program did not identify the community in which it was run. 47 Four programs were implemented in more than one state or territory. 40, 68, 71, 85, 87, 98, 99 About 18 of the identified programs were based in a major city (RA 1), 18,27-29,31,38,40,49,53,54,58,61-63,74, 76,85,89,101,104-106 14 in an inner regional centre (RA 2), 24,25,35,39,46,63,78, 80,82,83,85,90,103,107-109 12 in an outer regional centre (RA 3), 24 The communities for six programs could not be identified therefore no remote area classification was allocated. 22, 36, 44, 45, 47, 60, 72, 73, 87, [91] [92] [93] 98, 99 Programs were delivered in a variety of settings. Of those delivered in just one setting, the community setting was most common (n = 20), 24, 25, [27] [28] [29] 31, 33, 43, 46, 47, 49, 63, [67] [68] [69] 71, 72, 74, 77, 78, [81] [82] [83] [84] 88, 102, 110 then the PHC setting (n = 11) 18, 37, 38, 40, 54, 70, 89, [105] [106] [107] 109, 112 or a school (n = 8). 22, 39, 52, 61, 62, 86, 97, 100, 108 Programs were also delivered across multiple settings such as the community and PHC settings (n = 16), 20, 23, 30, 34, 36, 44, 45, 51, 53, 56, 57, 59, 60, [64] [65] [66] 75, 76, [91] [92] [93] 101, 104, 106, 111 community and school (n = 9), 32, 50, 55, 73, 79, 80, 85, [94] [95] [96] 103 community, PHC and school (n = 2), 26, 41, 42 PHC and school (n = 1), 21 PHC and outpatients (n = 1) 58 community, PHC and physiotherapist practice (n = 1) 35 and one was delivered via telephone and postal service. 87, 98, 99 Thirty of the programs focused on more than one of the SNAPS risk factors. 20, [27] [28] [29] [30] [32] [33] [34] [35] [36] [37] [41] [42] [43] [44] [45] [46] [51] [52] [53] [54] [60] [61] [62] 70, 74, 75, [81] [82] [83] [84] [85] 87, 88, 98, 99, 101, 107, 109, 111, 112 Forty-one of the programs focused on modifying only one behavioural risk factor; of these, seven focused on smoking (see Table 1 ), 26, 40, 50, 55, [63] [64] [65] [66] 89 seventeen on nutrition (see Table 2 ), 18, 21, [23] [24] [25] 31, 49, 56, 57, 59, 76, 78, 100, [102] [103] [104] [105] [106] 108, 110 five focused solely on alcohol prevention and/or management (see Table 3 ), 22, 47, 58, 73, 86 four on physical activity (see Table 4 ) 72, 80, 106, 110 and eight on social and emotional wellbeing (see Table 5 ). 39, [67] [68] [69] 71, 77, 79, [91] [92] [93] [94] [95] [96] [97] None of the programs identified focused on modifying all five of SNAPS risk factors. The number of SNAPS factors that the programs addressed are indicated in Figure 2 .
| Programs that focused on smoking prevention and/or cessation
Twenty-three of the identified programs aimed to prevent or reduce smoking rates in Aboriginal and Torres Strait Islander communities (Table 1) . 26, 30, 31, [35] [36] [37] [38] 40, [44] [45] [46] 50, [52] [53] [54] [55] [61] [62] [63] [64] [65] [66] 70, 75, 84, [87] [88] [89] [90] 107 Seven of the programs focused solely on smoking, 26, 40, 50, 55, [62] [63] [64] [65] [66] 89 while most included a focus on additional SNAPS risk factors ( Figure 2 ). All but one program reported outcomes of some description. 107 Seven programs focused on participants with a chronic disease such as type 2 diabetes or cardiovascular disease. 33, 35, 37, 38, 70, 75, 84, 87, 98, 99, 107 Six programs included a focus on children/youth (as defined by the program description), 26, 50, 52, 55, 61, 62, 101 and four focused on pregnant women. 36, 40, 44, 45, 53, 54, 60 One program also offered nicotine replacement therapy (NRT) to participants who had two failed quit attempts during the intervention, 40 while another offered subsidised NRT combined with support groups. 63 All but one of the programs reported outcomes that were assessed. 107
| Programs that focused on healthy nutrition
The most commonly addressed behaviour risk factor was nutrition, with 40 programs identified ( were education or brief intervention only. It was not possible to differentiate between intensive nutrition education sessions delivered by a nutritionist or dietician as opposed to brief intervention. Nine of these programs did not report any outcomes. 102,103,106-112
| Programs that focused on reducing/ eliminating alcohol consumption
Sixteen of the identified programs aimed to reduce alcohol consumption (Table 3) . 22, 32, 36, [43] [44] [45] 47, [52] [53] [54] 58, [60] [61] [62] 73, 74, [86] [87] [88] 98, 99, 101 Of those, only five programs focused on alcohol consumption and no other included SNAPS factors. 22, 47, 58, 73, 86 In addition to the programs included in this review there were additional programs identified that address alcohol consumption but were ineligible as they required participants to be outside of their normal living environment, either at a camp or residential facility, for example Oolong Houses 114 or included multiple steams of intervention including pharmaceutical and results were not reported separately. 115 Of the programs that included a focus on alcohol together with other SNAPS risk factors it was difficult to determine the level or intensity of the alcohol education or brief intervention. Three of these programs did not report any assessed outcomes. 32, 47, 74 
| Programs that focused on the promotion of physical activity
Twenty-four of the identified programs included a physical activity component (Table 4) . 20 72, 80, 106, 110 None of the programs that described education or brief intervention in physical activity indicated that the advice was given by a qualified exercise physiologist, unlike nutrition education, which was commonly delivered by a nutritionist or dietician. All but five of the programs had reported an outcome that had been asses sed. 106, 107, 109, 111, 112 
| Programs that focused on improving social and emotional wellbeing
Twenty-three of the identified programs aimed to improve social and emotional wellbeing ( Australians. 117 The current scoping review utilised broad inclusion criteria and included many programs that may not be not considered "research" or "interventions" including 12 programs that did not have any reported outcomes. 32, 47, 74, 102, 103, [106] [107] [108] [109] [110] [111] [112] Nine of the programs without reported outcomes were published in the grey literature; seven of these were from the "10 out of 10 deadly health stories", a document of The health action areas identified in the Ottawa Charter provide a comprehensive framework for planning and evaluating health promotion programs. 9 There is growing evidence that identifies the importance of using multiple Ottawa Charter action areas to achieve sustainable health outcomes. 118 The majority of the programs in this review used the development of personal skills as their key strategy -mainly through education. Creating supportive environments was particularly evident in those programs that specifically considered cultural appropriateness and acceptability. 43, 68, 71, 82, 83, 100, 108 Very few programs reported strategies to empower the community or develop healthy public policy or reorient health services, which was surprising considering how many programs actively involved a PHC centre. In Aboriginal and Torres Strait Islander communities in particular, the importance of creating supportive environments and strengthening community action are vital and developing personal skills will not be sustainable in most instances without these added elements. 119 Another which are community owned and controlled PHC services and understand and foster community involvement and empowerment, is that they are multidisciplinary and provide an environment that understands and supports the local community in which programs can be developed by and with the local community. 120
The systematic search identified reviews and systematic reviews published on health promotion strategies for Aboriginal and Torres Strait Islander (some that included other international indigenous populations) that were focused on one or more of the risk factors. The majority were again focused on tobacco and nutrition.
The evidence appears to be still insufficient to draw evidence-based conclusions on the effectiveness of health promotion activities with the reviews finding few studies, many of which had small sample sizes and lacked rigorous research design.
Aligned with the scoping review method followed, 15 this review did not attempt to assess the quality of any evaluation that was undertaken, and therefore the validity of any program outcomes. The
Closing the Gap. National Aboriginal and Torres Strait Islander Health
Plan 2013-2023 emphasises the importance of monitoring and surveillance, however, it appears that resourcing for evaluation is often not available when planning health promotion programs. Baum et al 121 note that health promotion itself often competes for resources with more pressing clinical needs, so evaluation is often not able to be funded or undertaken. A review in 2007 of the evaluated Australian Indigenous health promotion initiatives highlighted the issue of poor evaluation design and the lack of rigour that resulted in insufficient evidence to demonstrate positive outcomes. 116 There is also an issue with the capacity and skilled sets of people working in PHC to undertake evaluation activities. External evaluations are generally preferable in terms of independent reporting, however, these can be very expensive and funding for evaluation should be an independent and essential part of the overall project funding so that it does not get absorbed by or prioritised to service delivery. 122 Another aspect which makes critiquing many of the articles identified was a lack of information about the design and methods of data collection. Without this information, it is difficult to provide definitive information on what may be effective and to justify ongoing financial commitment to programs that cannot demonstrate positive outcomes.
| Strengths and limitations
One of the key strengths of this scoping review was the comprehensive search undertaken, which used broad inclusion criteria and so identified a wide range of health promotion programs undertaken in both PHC and non-PHC settings. Despite this, it should also be noted that there are many PHC services are delivering health promotion programs and activities that will not be captured in this scoping study as many of the programs undertaken are not published in the research literature and can only be found in their annual reports or on their webpages. Evaluating health promotion programs and then publishing the findings require the availability of time, resources including costs for publications and research skills, which are not often a PHC service's strength or priority.
The broad scope of the review was also the limitation for the search. As the search located so many publications that did not meet the inclusion criteria, reviewing over 10 000 publications by title and abstract was an enormous task and was divided and allocated to four reviewers KJC, EA, CL and CT. The inclusion criteria applied to this review was broad. To be inclusive, the inclusion criteria lacked specifics which led to problems and was interpreted differently by reviewers. Consequently, the review of titles and abstracts was redone 
